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Abstract
Background Digital behavior change interventions 
(DBCIs) appear to reduce alcohol consumption, but 
greater understanding is needed of their mechanisms of 
action.
Purpose To describe the behavior change techniques (BCTs) 
used in DBCIs and examine whether individual BCTs, the 
inclusion of more BCTs or more Control Theory congru-
ent BCTs is associated with increased effectiveness.
Methods Forty-one randomized control trials were 
extracted from a Cochrane review of alcohol reduction 
DBCIs and coded for up to 93 BCTs using an estab-
lished and reliable method. Random effects unadjusted 
and adjusted meta-regression models were performed 
to assess associations between BCTs and intervention 
effectiveness.
Results Interventions used a mean of  9.1 BCTs (range 
1–22), 23 different BCTs were used in four or more tri-
als. Trials that used “Behavior substitution” (−95.112 
grams per week [gpw], 95% CI: −162.90, −27.34), 
“Problem solving” (−45.92 gpw, 95% CI: −90.97, −0.87) 
and “Credible source” (−32.09 gpw, 95% CI: −60.64, 
−3.55) were significantly associated with greater alco-
hol reduction than trials without these BCTs. The 
“Behavior substitution” result should be treated as pre-
liminary because it was reported in only four trials, three 
of  which were conducted by the same research group. 
“Feedback” was used in 98% of trials (n = 41); other 
Control Theory congruent BCTs were used less fre-
quently: for example, “Goal setting” 43% (n = 18) and 
“Self-monitoring” 29%, (n = 12).
Conclusions “Behavior substitution,” “Problem solving,” 
and “Credible source” were associated with greater alcohol 
reduction. Many BCTs were used infrequently in DBCIs, 
including BCTs with evidence of effectiveness in other 
domains, such as “Self-monitoring” and “Goal setting.”
Keywords  Behavior change techniques • Alcohol • 
Drinking • Digital interventions • Meta-regression • 
Systematic review
Introduction
Brief  interventions to reduce harmful and hazardous 
alcohol consumption in the UK are often delivered in 
primary care settings to nontreatment seeking popula-
tions [1]. They are cheaper than more extensive inter-
ventions and, for patients not needing treatment, can 
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be more acceptable and as effective [2–4]. Nonetheless, 
clinicians have been reluctant to deliver brief  interven-
tions despite their demonstrated effectiveness, citing 
lack of  resources, insufficient training, excess work-
load, lack of  financial incentives and fear of  antagoniz-
ing patients as barriers [5, 6]. Barriers to implementing 
brief  interventions may also arise from patients who are 
concerned about the stigma associated with excessive 
alcohol consumption, have negative experiences with 
or expectancies about treatment, believe the problem is 
not severe enough to warrant treatment, or are worried 
about their privacy [7, 8]. Gaining access to treatment 
can be difficult for some patients [9], especially those in 
rural areas [10].
Digital behavior change interventions (DBCIs), or 
e-Health interventions [11, 12], are those delivered on 
websites, by email or through mobile phones. DBCIs 
can address the cost, time and training barriers experi-
enced when delivering brief  interventions in person [13, 
14]. Their convenience and anonymity may further re-
duce patient barriers to seeking help [15, 16]. Systematic 
reviews and meta-analyses have found DBCIs can result 
in small but meaningful reductions in alcohol consump-
tion, which could have important public health impli-
cations given their low cost and broad reach [17–26]. 
However, the heterogeneity of intervention content has 
led to calls for greater understanding of the mechanisms 
of action that contribute to intervention effectiveness 
[21, 24, 27, 28].
Identifying the Mechanisms of Action of Interventions
Reliably specifying the behavior change techniques 
(BCTs) used in interventions allows their active ingre-
dients to be identified, evidence to be synthesized, 
interventions to be replicated and more effective inter-
ventions to be developed [29, 30]. A taxonomy of 93 dis-
tinct BCTs (BCTTv1), grouped into 16 categories, has 
been developed by consensus methods with input from 
a large group of international behavior change experts 
[30]. A BCT is “an observable, replicable, and irreduc-
ible component of an intervention designed to alter or 
redirect causal processes that regulate behavior; that 
is, a technique is an ‘active ingredient’ (e.g. ‘Feedback,’ 
‘Self-monitoring,’ and ‘Reinforcement’)” (pp.  82, [30]). 
Taxonomies have been used to identify the BCTs in phys-
ical activity and dietary smartphone applications (apps) 
[31, 32], alcohol reduction apps [33], wearable activity 
monitors [34] and internet-based health interventions 
[26], and have helped systematic reviews progress from 
treating complex interventions as a homogenous group 
[35]. Applying the BCTTv1 taxonomy to DBCIs eval-
uated in RCTs, and assessing associations of included 
BCTs with effectiveness, could allow the mechanisms of 
action of DBCIs to be identified, which would be benefi-
cial for future intervention developers.
A recent assessment of the BCTs in alcohol reduction 
DBCIs by Black et al. [36] reported that better outcomes 
were associated with use of the BCTs of “Commitment,” 
“Social comparison,” “Feedback,” and “Review of 
goals,” and worse outcomes were associated with the 
BCT of “Providing information on the consequences of 
alcohol consumption.” However, Black et al. included tri-
als with respondents reporting only moderate consump-
tion, as well as trials where participants were mandated 
to take part. It is important to determine whether find-
ings generalize when only trials of hazardous or harm-
ful drinkers are included and/or trials where individuals 
mandated to participate are excluded; as the effective-
ness of BCTs may be moderated by levels of alcohol 
consumption, and the motivation to reduce consump-
tion may be greater in people who are not mandated to 
participate in the intervention. Determining which BCTs 
are most effective for hazardous and harmful drinkers 
is particularly important as they are responsible for the 
majority of health, economic and social costs resulting 
from alcohol consumption [37]. The current meta-regres-
sion specified interventions using the 93-item taxonomy 
BCTTv1, rather than the 42-item alcohol-specific one 
used by Black et al. The 93-item taxonomy was developed 
across behavioral domains, building on domain-specific 
taxonomies, including the alcohol one. It is more com-
prehensive, includes more developed definitions and 
allows BCTs to be compared across different areas of 
behavior change. The wider taxonomy is also more fine-
grained, for example, “Feedback” is elaborated into sep-
arate BCTs of “Feedback on behavior,” “Feedback on 
outcome(s) of behavior” and “Biofeedback” (e.g. blood 
alcohol content level), and consequently allows for more 
specific understanding of the mechanisms of action of 
interventions.
Behavior change interventions are often complex and 
consist of a number of BCTs [38], which may act addi-
tively, synergistically, or counteract each other [39, 40]. 
Just as atoms interact to form different molecules, the 
effectiveness of interventions may be a product of how 
different BCTs combine. To understand which combina-
tions of BCTs are likely to be effective, we need to turn 
to theory. Theories provide an analytical framework 
through which understanding can be gained not just of 
whether an intervention was effective but also how and 
why it was effective [41, 42]. Control Theory is one such 
framework that provides a model of self-regulation for 
behavior change to occur [43] and is, therefore, a prom-
ising theory for health behavior change interventions. 
Control Theory states that behavior is goal-driven and 
feedback about a discrepancy between current behav-
ior and a goal leads to behavioral adjustments [43]. 
ann. behav. med. (2018) 52:530–543 531
Downloaded from https://academic.oup.com/abm/article-abstract/52/6/530/4827558
by University of Newcastle user
on 22 May 2018
The BCTs congruent with Control Theory are: “Goal-
setting,” “Self-monitoring,” “Feedback,” “Review of 
goals,” and “Action planning.” Brief  interventions to 
reduce excessive alcohol consumption that included 
self-monitoring were associated with larger effect sizes 
[44]. Systematic reviews of other domains have found 
that interventions including more than one of the BCTs 
congruent with Control Theory resulted in increased 
physical activity and healthy eating [39, 40] and pro-
moted goal attainment [45] more than interventions that 
only included one technique. Therefore, in addition to 
examining the BCTs within DBCIs, we will investigate 
whether interventions including more Control Theory 
congruent BCTs are associated with greater effectiveness 
in reducing alcohol consumption.
This article reports a BCT analysis of  all the 
interventions included in the primary analysis of 
a Cochrane review of  the effectiveness of  digital 
interventions for reducing hazardous and harmful 
alcohol consumption in community-dwelling pop-
ulations (systematic review registration number: 
CRD42015022135). The aims of  this article are to: 
(a) describe the BCT content of  DBCIs to reduce 
alcohol consumption; (b) identify whether individual 
BCTs are associated with the effectiveness of  alco-
hol reduction DBCIs; (c) examine whether the inclu-
sion of  a larger number of  BCTs is associated with 
increased intervention effectiveness; and (d) exam-
ine whether interventions that include more Control 
Theory congruent BCTs are associated with increased 
effectiveness.
Methods
Design
Trials included in a Cochrane review of  DBCIs for alco-
hol reduction [46] were analyzed using meta-regres-
sion. Cochrane reviews are considered a gold standard 
for high-quality information. Meta-regression is 
a particularly helpful approach for understanding 
causes of  heterogeneity across divergent interventions 
and study methodologies. The additional contribu-
tion of  this meta-regression was to reliably code the 
BCTs of  included interventions. Associations between 
the inclusion of  BCTs and effect size across trials were 
assessed with unadjusted and adjusted meta-regres-
sion models.
Identification and Selection of Trials
Trials selected for inclusion in the Cochrane review 
were identified by searching electronic databases in 
health, social science, psychology, education, and 
human-computer interaction for RCTs of DBCIs to 
reduce excessive alcohol consumption. Additional 
searches were performed on relevant web sites considered 
likely to contain evaluations of DBCIs, for example, the 
International Alcohol Information Database, Beacon 
2.0 and Drug and Alcohol Findings. Databases and sites 
were searched for terms such as: alcohol drinking; alco-
hol use; risks; internet; computers; smartphone. Full 
details of the search strategy and the review protocol are 
published elsewhere (systematic review registration num-
ber: CRD42015022135) [46].
Inclusion and Exclusion Criteria
Trials were included if  they were RCTs primarily deliv-
ered through a computer or mobile device, directly tar-
geted hazardous and/or harmful drinkers and aimed to 
reduce alcohol consumption or harm. A  control con-
dition must have been included though comparisons 
with face-to-face interventions were excluded from 
this meta-regression. Trials were excluded if  they were 
directed mainly towards people seeking specialist treat-
ment for their alcohol consumption, or if  the interven-
tion was delivered in a secondary or tertiary care setting 
as this Cochrane review was focused on prevention and a 
narrower population.
Measures
The outcome variable was the mean difference in the 
quantity of alcohol consumed in a specified time period 
between intervention and control for each included trial. 
For trials that did not report it directly, the outcome data 
on quantity of alcohol consumed was converted to grams 
per week (conversion factors reported elsewhere [46]). 
For trials with more than one control or experimental 
arm and where these arms were very similar, results for 
arms were combined in the meta-analysis. Where trials 
reported these data at more than one follow-up time-
point, we used data from the longest follow-up. The ex-
posure variable was whether an intervention included 
a BCT (dummy coded as 1 = present or 0 = absent for 
each BCT), the number of BCTs in an intervention, or 
the number of Control Theory congruent BCTs in an 
intervention.
Procedure
Studies were reviewed initially on their title and ab-
stract, and then the full research paper of  any study 
identified as potentially eligible. This review procedure 
was conducted independently by two researchers and 
discrepancies were resolved by discussion or consult-
ing a third researcher, if  necessary. Duplicate papers 
532 ann. behav. med. (2018) 52:530–543
Downloaded from https://academic.oup.com/abm/article-abstract/52/6/530/4827558
by University of Newcastle user
on 22 May 2018
reporting data from the same trial were identified by 
two researchers (F.B.  and C.M.) and the secondary 
papers were excluded before data extraction. Data ex-
traction included details on the intervention and was 
conducted for all included studies by two researchers; 
a standardized data extraction form that had been 
piloted was used.
All trials were coded for BCTs using an established 
and reliable method [30]. Authors of  all included trials 
were contacted for supplementary materials that may 
further explain intervention content, which was also 
coded for BCTs. Intervention descriptions were read 
line-by-line, text that may indicate the presence of  a 
BCT was highlighted, and highlighted text was com-
pared with the definition for the BCT given in the tax-
onomy [30]. A BCT had to be explicitly present to be 
coded as included.
The reliability of  the method was assessed and 
improved in iterative rounds of  coding. In the first 
step, two coders (D.C.  and C.G.) independently 
coded a sample of  five trials. Coding differences were 
resolved through discussion and the coding manual 
was reviewed and updated in the light of  these discus-
sions. If  agreement could not be reached, the views 
of  a behavior change expert were sought. Inter-rater 
reliability was assessed with both the Kappa (κ) and 
PABAK statistics. Cohen’s Kappa accounts for cod-
ers agreeing on the presence of  codes [47]. PABAK is 
an adjusted Kappa statistic that accounts for coders 
agreeing on the presence and the absence of  codes [48]. 
While it is important to measure levels of  agreement 
about the absence of  BCTs, using PABAK alone could 
exaggerate levels of  agreement when coding against 
a taxonomy of  93 BCTs, the large majority of  which 
were likely to be absent in any one intervention [31, 
40]. Therefore, inter-rater reliability was assessed with 
both statistics. The first round of  joint coding led to an 
inter-rater reliability of  κ = 0.73, PABAK = 0.95, which 
reflects a substantial level of  agreement according to 
Landis and Koch’s [47] definition. As this exceeded 
our pre-determined threshold of  κ = 0.70, remaining 
trials were coded by one coder, with the second coding 
33% (13/40) of  the same trials to ensure against rater 
drift. The inter-rater reliability for all included trials 
that were joint coded was κ  =  0.73, PABAK  =  0.96. 
The data extracted was not confirmed with the original 
authors of  the trials.
Analysis
The metareg command in Stata was used to conduct 
a series of  random effects unadjusted meta-regression 
models to assess the associations between the type, 
number and combination of  BCTs and effect size [49]. 
Given differences in the recruited samples and designs 
of  the included trials, the assumptions of  a fixed effects 
meta-regression model was assumed to be unlikely to 
hold. For this reason, a random effects meta-regres-
sion model was used to explore variations in alcohol 
consumption as a function of  BCTs. A random-effects 
meta-regression has the advantage of  allowing for resid-
ual, unexplained variance in true effects across different 
trials, that is, for between study variations in effect size. 
This approach has been recommended previously [50]. 
The I2 statistic describes the proportion of  total varia-
tion in study estimates that is due to heterogeneity [51] 
and was used to assess the magnitude of  heterogene-
ity. The regression coefficients represent the mean of 
unstandardized effects between trials that differentially 
included a BCT in the intervention and those which 
did not (dummy coded as 1 = present or 0 = absent for 
each BCT). Each unstandardized effect was the mean 
difference between intervention and control (expressed 
in grams of  alcohol per week). Only BCTs uniquely 
present in experimental arms, that is, not present in 
both experimental and control arms, were included in 
analysis (BCTs were rarely included in control arms, 
M = 0.73, SD = 1.66). To be included in analysis, each 
BCT needed to be used in 10% of  trials, equivalent to at 
least four separate trials (a criterion used in a previous 
meta-regression study of  the BCTs contained within 
physical activity and healthy eating interventions [39]). 
A  negative coefficient for a BCT indicated that trials 
using that BCT produced a larger pooled effect than 
trials that did not.
To assess the independent association after mu-
tual adjustment, we created an adjusted meta-regres-
sion model including all BCTs with a meaningful 
association with effect size in the unadjusted mod-
els. A meaningful association was defined as B > 23, 
which was the lower confidence interval of  the effect 
size reported in a meta-analysis of  the effect of  brief  
advice on alcohol consumption [1]. The associations 
in the adjusted model were regarded as providing the 
primary indication of  association between BCTs and 
effect size.
To assess the association between the total number 
of  BCTs included in experimental arms and effect size 
we created a random effects unadjusted meta-regression 
model. Lastly, we assessed the overall fit of  a model, 
in terms of  adjusted R2, containing only a theoretic-
ally derived cluster of  Control Theory congruent BCTs. 
These BCTs were grouped into four categories: Goals: 
“Goal setting (behavior),” “Goal setting (outcome),” 
“Review behavior goal(s),” “Review outcome goal(s),” 
“Discrepancy between current behavior and goal”; 
Self-monitoring: “Self-monitoring of  behavior,” “Self-
monitoring of  outcome(s) of  behavior,” “Monitoring 
of  emotional consequences”; Feedback: “Feedback 
on behavior,” “Feedback on outcome(s) of  behavior,” 
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“Biofeedback” and Action plans: “Action planning.” 
Trials were dummy coded as 1 = used BCTs from three 
or four of  these groupings; or 0 = used BCTs from two 
or fewer of  these groupings.
Results
Study Selection and Characteristics
The search strategy was performed up to September 
2015 and identified 3,165 records after removing dupli-
cates. Forty-one trials met the inclusion criteria, reported 
appropriate information for inclusion in the primary 
meta-analysis and were coded for BCTs (Fig. 1). Of the 
included trials, 11 authors (27%) could not be contacted, 
7 (18%) reported that there was no supplementary mate-
rials to send and 22 authors (55%) sent supplementary 
materials, which were also coded for BCTs.
Of  the 41 trials, 23 took place in North America, 
15 took place in Europe and three in Australasia. 
Seventeen trials recruited people of  any age and 
24 recruited students or people aged under 25. The 
majority of  interventions were web-based (n  =  34, 
83%), six (15%) comprised a stand-alone computer 
programme, and one (2%) was a smartphone app. 
Control conditions included no intervention (screen-
ing only or screening/assessment); written informa-
tion about alcohol effects (electronic or printed) and/
or consumption recommendations or other health-re-
lated advice (not alcohol – as an attention control). 
The longest follow-up period for each trial ranged 
from one (n = 8) to 12 (n = 7) months. One of  the 41 
trials contained two experimental arms which resulted 
in 42 comparisons between experimental and control 
arms. See Supplementary Table 1 for the characteris-
tics of  the included studies.
Fig. 1. Flow chart of trials. Reproduced with permission from: Personalized digital interventions for reducing hazardous and harmful 
alcohol consumption in community-dwelling populations [52].
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BCT Content of DBCIs to Reduce Alcohol Consumption
The five most frequently used BCTs uniquely present 
in experimental arms were: “Feedback on behavior” 
(85.7%, n = 36), “Social comparison” (81.0%, n = 34), 
“Information about social and environmental conse-
quences” (71.4%, n  =  30), “Feedback on outcomes of 
behavior” (69.0%, n = 29) and “Social support (unspeci-
fied)” (64.3%, n = 27) (Table 1).
Of the 93 possible BCTs that could have been used, 
15 were used in more than 20% of trials, 44 were used at 
least once and 49 were never used. The mean number of 
BCTs used in experimental arms was 9.2 (SD=5.3), the 
median was 9 and the range 1–22.
The prevalence of Control Theory congruent BCTs 
was as follows: Goals: “Goal setting (behavior)” (28.6% 
of trials, n = 12), “Goal setting (outcome)” (11.9%, n = 5), 
“Discrepancy between current behavior and goal” (11.9%, 
n = 5), “Review behavior goal(s)” (4.8%, n = 2), “Review 
outcome goal(s)” (2.4%, n  =  1). Self-monitoring: “Self-
monitoring of behavior” (26.2%, n = 11), “Self-monitoring 
of outcome(s) of behavior” (14.3%, n = 6), “Monitoring 
of emotional consequences” (4.8%, n  =  2). Feedback: 
“Feedback on behavior” (85.7%, n = 36), “Feedback on 
outcome(s) of behavior” (69.0%, n = 29), “Biofeedback” 
(50.0%, n = 21). “Action planning” (31.0%, n = 13).
Association Between BCTs and Intervention Effectiveness
The primary meta-analysis in the Cochrane review found 
that participants randomized to a digital intervention 
group drank a mean of 23.6 (95% CI: 16.0, 31.2) grams 
Table 1  Frequency of Behavior Change Techniques (BCTs) 
Present in Digital Behavior Change Interventions (DBCIs)
BCTs % (n)
2. Feedback and monitoring
2.2. Feedback on behavior 85.7% (36)
2.7. Feedback on outcome(s) of behavior 69.0% (29)
2.6. Biofeedback 50.0% (21)
2.3. Self-monitoring of behavior 26.2% (11)
2.4. Self-monitoring of outcome(s) of behavior 14.3% (6)
5. Natural consequences
5.3. Information about social and environmental 
consequences
71.4% (30)
5.2. Salience of consequences 50.0% (21)
5.1. Information about health consequences 33.3% (14)
5.6. Information about emotional consequences 7.1% (3)
5.4. Monitoring of emotional consequences 4.8% (2)
1. Goals and planning
1.2. Problem solving 33.3% (14)
1.4. Action planning 31.0% (13)
1.1. Goal setting (behavior) 28.6% (12)
1.3. Goal setting (outcome) 11.9% (5)
1.6. Discrepancy between current behavior and goal 11.9% (5)
1.5. Review behavior goal(s) 4.8% (2)
1.7. Review outcome goal(s) 2.4% (1)
1.8. Behavioral contract 2.4% (1)
3. Social support
3.1. Social support (unspecified) 64.3% (27)
3.2. Social support (practical) 16.7% (7)
3.3. Social support (emotional) 2.4% (1)
6. Comparison of behavior
6.2. Social comparison 81.0% (34)
4. Shaping knowledge
4.1. Instruction on how to perform the behavior 52.4% (22)
4.2. Information about Antecedents 14.3% (6)
4.4. Behavioral experiments 2.4% (1)
9. Comparison of outcomes
9.2. Pros and cons 35.7% (15)
9.1. Credible source 31.0% (13)
8. Repetition and substitution
8.2. Behavior substitution 9.5% (4)
8.1. Behavioral practice/rehearsal 2.4% (1)
8.4. Habit reversal 2.4% (1)
8.7. Graded tasks 2.4% (1)
12. Antecedents
12.2. Restructuring the social environment 9.5% (4)
12.3. Avoidance/reducing exposure to cues for the 
behavior
7.1% (3)
10. Reward and threat
10.3. Nonspecific reward 4.8% (2)
10.9. Self-reward 4.8% (2)
10.4. Social reward 2.4% (1)
BCTs % (n)
10.6. Nonspecific incentive 2.4% (1)
15. Self-belief
15.4. Self-talk 9.5% (4)
15.1. Verbal persuasion about capability 2.4% (1)
15.3. Focus on past success 2.4% (1)
7. Associations
7.1. Prompts/cues 7.1% (3)
11. Regulation
11.2. Reduce negative emotions 7.1% (3)
13. Identity
13.2. Framing/reframing 2.4% (1)
14. Scheduled consequences
14.2. Punishment 2.4% (1)
16. Covert learning
The BCTs present in the trials are grouped taxonomically and 
listed in order of the most frequently coded BCT for each taxo-
nomic group.
Table 1 continued
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of alcohol per week less than controls at end of fol-
low-up [52]. There was considerable heterogeneity in the 
estimate of the effect size between trials (I2: 78%).
In unadjusted models (Table  2), the BCTs of “Goal 
setting” (−43.94 grams per week, p  =  .01, 95% CI: 
−78.59, −9.30, Radj2 : 6.64%), “Problem solving” (−48.03 
grams per week, p < .01, 95% CI: −77.79, −18.27, Radj2
: 25.01%), “Information about antecedents” (−74.20 
grams per week, p < .01, 95% CI: −117.72, −30.68, Radj2
: 32.15%), “Behavior substitution” (−123.71 grams per 
week, p < .001, 95% CI: −184.63, −62.80, Radj2 : 48.53%) 
and “Credible source” (−39.89 grams per week, p = .02, 
95% CI: −72.66, −7.11, Radj2 : 15.60%) were all associated 
with greater reduced alcohol consumption. No other 
BCTs were significantly associated with reduced con-
sumption in the unadjusted models. The total number 
of BCTs present in the intervention was not significantly 
associated with reduced consumption in the unadjusted 
models (−2.71 grams per week, p = .07, 95% CI: −5.65, 
0.23, Radj2 : 3.26%).
In an adjusted model that included BCTs with a B 
> 23 in the unadjusted model, three BCTs—“Behavior 
substitution” (−95.12 grams per week, p  =  .01, 95% 
CI: −162.90, −27.34), “Problem solving” (−45.92 
grams per week, p = .05, 95% CI: −90.97, −0.87) and 
“Credible source” (−32.09 grams per week, p  =  .03, 
95% CI: −60.64, −3.55)—were associated with a reduc-
tion in alcohol consumption (Table 3). “Behavior sub-
stitution” is defined as “Prompt substitution of  the 
unwanted behavior with a wanted or neutral behav-
ior”; “Problem solving” as “Analyze, or prompt the 
person to analyze, factors influencing the behavior and 
generate or select strategies that include overcoming 
barriers and/or increasing facilitators”; and “Credible 
source” as “Present verbal or visual communica-
tion from a credible source in favor of  or against the 
behavior” [30]. The adjusted meta-regression model 
produced relatively good indices of  fit and reduced 
heterogeneity (I2: 67.24%, Radj2 : 59.51%, p < .01) com-
pared with the heterogeneity of  I2  =  78.0% from the 
primary meta-analysis [52].
A total of 16 trials used BCTs from three or four 
of the groupings of Control Theory BCTs. These tri-
als were weakly associated with effectiveness (−30.76 
grams per week, p = .06, 95% CI: −62.35, 0.83) and the 
model produced a poor index of fit and did not improve 
Table 2 Unadjusted Associations Between Behavior Change Techniques (BCTs) and the Unstandardized Effect Size of the Intervention
BCT MGPW (SE) N p 95% CI I2 Adj R2
1.1 Goal setting (behavior) −43.94 (17.14) 12 .01* −78.59, −9.30 78.05% 6.64%
1.2 Problem solving −48.03 (14.72) 14 <.01* −77.79, −18.27 74.64% 25.01%
1.3 Goal setting (outcome) −14.43 (23.46) 5 .54 −61.85, 32.99 77.71% −2.95%
1.4 Action planning −26.21 (16.58) 13 .12 −59.73, 7.30 77.57% 5.45%
1.6 Discrepancy between current behavior and goal −33.88 (24.97) 5 .18 −84.35, 16.58 78.24% 0.15%
2.2 Feedback on behavior 12.97 (21.30) 36 .55 −30.08, 56.02 78.31% −7.13%
2.3 Self-monitoring of behavior −30.39 (17.14) 11 .08 −65.03, 4.26 78.36% 2.07%
2.4 Self-monitoring of outcome(s) of behavior −8.60 (22.37) 6 .70 −53.81, 36.61 78.52% −4.67%
2.6 Biofeedback 10.81 (15.24) 21 .48 −19.99, 41.62 77.85% 1.55%
2.7 Feedback on outcome(s) of behavior −4.62 (16.45) 29 .78 −37.87, 28.63 78.48% −5.63%
3.1 Social support (unspecified) −19.55 (15.39) 27 .21 −50.65, 11.55 78.53% −0.41%
3.2 Social support (practical) −26.35 (22.59) 7 .25 −72.01, 19.31 77.18% 0.29%
4.1 Instruction on how, perform the behavior 4.46 (15.51) 22 .78 −26.89, 35.80 78.55% −5.77%
4.2 Information about antecedents −74.20 (21.53) 6 <.01* −117.72, −30.68 74.91% 32.15%
5.1 Information about health consequences 16.75 (15.70) 14 .29 −14.99, 48.49 78.42% 0.06%
5.2 Salience of consequences 21.99 (14.86) 21 .15 −8.05, 52.02 78.17% 4.92%
5.3 Information about social and environmental consequences 28.88 (16.56) 30 .09 −4.59, 62.34 77.59% 1.01%
6.2 Social comparison 24.25 (18.95) 34 .21 −14.06, 62.56 78.53% −4.98%
8.2 Behavior substitution −123.71 (30.14) 4 <.001* −184.63, −62.80 72.92% 48.53%
9.1 Credible source −39.89 (16.22) 13 .02* −72.66, −7.11 75.84% 15.60%
9.2 Pros and cons −30.10 (15.77) 15 .06 −61.97, 1.78 77.57% 10.15%
12.2 Restructuring the social environment −22.91 (31.52) 4 .47 −86.62, 40.79 78.56% −7.66%
15.4 Self-talk −41.53 (26.37) 4 .12 −94.84, 11.77 77.93% 6.04%
MGPW (SE) = mean grams per week (standard error). BCTs only included in analysis if  present in at least four trials. Results from 
the standardized model were broadly similar to the unstandardized model; as a result, data are only reported from the unstandardized 
model.
*p < .05.
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the heterogeneity from the primary meta-analysis 
(I2 = 78.03%, R2 = 1.81%).
Discussion
The BCTs of “Behavior substitution,” “Problem solv-
ing,” and “Credible source” were significantly associated 
with a reduction in grams of alcohol consumed per week 
in both unadjusted and adjusted random effects models. 
The mean number of BCTs used in interventions was 9.2 
(SD = 5.3), the median was 9 and the range 1–22, and 
a total of 23 different BCTs were used in at least four 
trials. By comparison, the mean number of BCTs used 
in popular alcohol reduction apps was 3.6 [33]. No sig-
nificant association was detected between the number 
of BCTs used or use of more Control Theory congruent 
BCTs and intervention effectiveness.
“Behavior substitution” was associated with a mean 
reduction in drinking of 12 UK units of alcohol per 
week. The BCT was present in four trials (one paper 
reported two trials [53–55]), three of which were per-
formed by the same research group who implemented 
the technique in the same way; asking participants to: 
a) Reflect on the pros and cons of drinking; b) Detail 
the outcomes expected from drinking; and c) Select 
behaviors that could provide an acceptable alternative 
to drinking. There is existing evidence suggesting that 
“Behavior substitution” may be an effective BCT for 
alcohol reduction [44, 56] and for other health behav-
ior change interventions [57–60]. “Problem solving” was 
associated with a mean reduction in drinking of six UK 
units of alcohol per week. The BCT was present in 14 
trials [53–55, 61–70], half  of which adopted a Relapse 
Prevention or Coping Planning approach. Relapse 
Prevention and Coping Planning both aim to promote 
behavior maintenance by helping people develop pro-
active strategies for dealing with situations in which 
relapse might occur. Relapse Prevention additionally 
aims to help people react positively to situations when 
relapse has occurred [71, 72]. A notable characteristic of 
“Problem solving” and “Behavior substitution” is that 
these BCTs help people who are engaged in self-directed 
behavior change identify practical and specific ways of 
reaching their drinking reduction goals. The potential 
effectiveness of these BCTs suggests that DBCIs may be 
enhanced when users are given guidance and direction 
about how to maintain behavior change, particularly 
when that comes from a source perceived to be credible. 
“Credible source” was associated with a mean reduction 
in drinking of four UK units of alcohol per week. The 
BCT was present in 13 trials [53–55, 64, 67, 73–77] and 
generally consisted of advice about national guidelines 
for consumption, or advice about drinking provided by a 
member of the study. However, a review of governmen-
tal policies to reduce alcohol-related harm found that 
no evaluation of the effectiveness of providing alcohol 
consumption guidelines had been published [78]. The 
credibility of a source has consistently been found to 
affect the persuasiveness of information delivered via 
traditional media [79, 80]. When health information is 
delivered online users can be undiscriminating in their 
assessment of which sources are credible [81, 82]. Further 
investigation of the effectiveness of providing such infor-
mation in DBCIs is warranted.
Findings from this study differ to a recent assessment 
of the BCTs in alcohol DBCIs (Black et al. [36]), which 
found that the BCTs of “Commitment,” “Social com-
parison,” “Feedback,” and “Review of goals” were asso-
ciated with better outcomes, and the BCT of “Providing 
Table 3 Adjusted Associations Between Behavior Change Techniques (BCTs) and the Unstandardized Effect Size of the Intervention
BCT B (SE) p 95% CI
1.1 Goal setting (behavior) 0.75 (19.60) .97 −39.40, 40.89
1.2 Problem solving −45.92 (21.99) .05* −90.97, −0.87
1.4 Action planning 30.75 (19.50) .13 −9.19, 70.68
1.6 Discrepancy between current behavior and goal −29.86 (23.97) .22 −78.97, 19.25
2.3 Self-monitoring of behavior −6.34 (18.35) .73 −43.91, 31.24
3.2 Social support (practical) 33.73 (21.85) .13 −11.03, 78.49
4.2 Information about antecedents −43.38 (23.93) .08 −92.39, 5.63
5.3 Information about social and environmental consequences 24.64 (12.17) .05 −0.30, 49.57
6.2 Social comparison 3.92 (13.11) .77 −22.93, 30.77
8.2 Behavior substitution −95.12 (33.09) .01* −162.90, −27.34
9.1 Credible source −32.09 (13.94) .03* −60.64, −3.55
9.2 Pros and cons 6.68 (13.68) .63 −21.33, 34.69
15.4 Self-talk −8.41 (26.69) .76 −63.09, 46.27
Only BCTs with B > 23 in the unadjusted analysis included in the adjusted analysis.
*p < .05.
ann. behav. med. (2018) 52:530–543 537
Downloaded from https://academic.oup.com/abm/article-abstract/52/6/530/4827558
by University of Newcastle user
on 22 May 2018
information on the consequences of alcohol consump-
tion” was associated with worse outcomes [36]. There are 
at least two reasons why the two trials may have found 
different BCTs to be associated with effectiveness. Firstly, 
we used inclusion criteria that particularly related to our 
populations of interest. Most notably we only included 
trials where participants were not mandated to take part 
and where they were known (via a specific screening 
process) to be drinking at harmful or hazardous levels; 
whereas Black et  al. included mandated participants 
and all drinkers regardless their level of consumption. 
As a consequence, only 27 trials analyzed here were also 
analyzed by Black et al. Secondly, the 93-item taxonomy 
includes a BCT of “Credible source” (the 42-item tax-
onomy does not), and has three “Feedback” BCTs, two 
“Review goal” BCTs and three BCTs that provide infor-
mation on negative consequences of performing a behav-
ior; whereas the 42-item taxonomy only has one BCT 
for each. Replication work using the same taxonomy 
on the same or different data sets may help determine 
which BCTs are effective in DBCIs and whether there 
are differences in BCTs that are effective across different 
populations.
Nearly all trials gave feedback in one form or another. 
“Feedback on behavior,” which usually consisted of in-
formation about levels and/or patterns of drinking, was 
the most popular BCT. “Feedback on outcomes of be-
havior, which usually consisted of information about the 
health risks or other negative consequences that might 
occur should the participant’s drinking continue at its 
current level, was the fourth most popular BCT and 
“Biofeedback,” which consisted of information about 
recent levels of blood alcohol content, was the eighth 
most popular BCT. Other frequently used BCTs were: 
“Social comparison,” which involved presenting a par-
ticipant with information comparing their drinking 
with that of their peers; “Information about social and 
environmental consequences,” which was often coded 
alongside “Feedback on outcomes of behavior” as inter-
ventions commonly provided feedback about the poten-
tial negative consequences of the participant continuing 
to drink at their current level; and “Social support (un-
specified),” which often involved the provision of links 
to services that might further help a participant reduce 
their drinking.
Some BCTs with evidence of effectiveness in other 
behavioral domains were used infrequently. For example, 
“Self-monitoring of behavior,” defined as “Establish 
a method for the person to monitor and record their 
behavior(s) as part of a behavior change strategy” [30] 
has been found effective for a variety of health behav-
iors [39, 83–88]. A  reanalysis of a Cochrane review of 
face-to-face brief  alcohol interventions found that inter-
ventions which included self-monitoring were associ-
ated with larger effect sizes [44]. However, participants 
in only a quarter of the digital trials in this review were 
asked to self-monitor their drinking as part of the inter-
vention, despite the ability of DBCIs to facilitate the 
easy, ongoing and anonymous recording of consump-
tion. Similarly, the BCTs: “Facilitate goal setting” and 
“Review of behavioral goals” have been found effective 
in other health behavior interventions [39, 40] and were 
frequently used BCTs in face-to-face interventions to 
reduce excessive alcohol consumption [44]. However, less 
than a third of trials in this study used the BCT of “Goal 
setting (behavior),” five trials used the BCT of “Goal 
setting (outcome)” and only three used either “Review 
behavior goal(s)” or “Review outcome goal(s).”
The evidence that the use of more BCTs improves 
intervention effectiveness is mixed. Interventions tar-
geted at lower-income groups which aimed to increase 
physical activity and/or healthy eating, or reduce smok-
ing were found to be marginally more effective when they 
contained fewer BCTs [89]. Other reviews have found 
that interventions for a range of health behaviors which 
included more BCTs tended to have larger effect sizes 
[26, 90]. These mixed findings may relate to participant 
socio-demographic characteristics or differences in the 
pattern of the health behavior between participants. It 
is difficult to determine without further research; a fac-
torial trial, in which different groups of participants are 
given different numbers of BCTs, may be necessary to 
answer this question empirically.
The finding of  a weak association between use 
of  more Control Theory congruent BCTs and inter-
vention effect differs from reviews which found that 
interventions using more Control Theory BCTs 
(“Goal-setting,” “Self-monitoring,” “Feedback,” 
“Review of  goals,” and “Action planning”) resulted 
in greater physical activity and healthy eating [40], 
increased goal attainment [45] and reduced con-
sumption in face-to-face alcohol interventions [44]. 
The lack of  an effect may reflect the importance of 
increasing motivation rather than improving self-regu-
lation for people wishing to reduce their consumption 
of  alcohol without face-to-face engagement. Once 
consumed, alcohol has a negative effect on self-reg-
ulation and can result in attention becoming focused 
on meeting immediate needs rather than long-term 
goals [91]. The PRIME theory of  motivation argues 
that our actions are determined by what we most want 
or need at any moment in time, and that new behav-
iors are enacted only when the motivation to change 
is strong enough to overcome competing wants and 
needs at that moment [92]. Therefore, it is possible 
that increasing the motivation to reduce consumption 
may be a more effective behavior change strategy for 
digital interventions without face-to-face engagement 
than increasing self-regulation skills, which will subse-
quently be diminished by the consumption of  alcohol.
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Strengths and Limitations
To our knowledge, this is the first study to use the com-
prehensive 93-item BCT taxonomy to examine the effect-
iveness of BCTs in alcohol reduction DBCIs. Given the 
increasing number of these interventions and the lack of 
understanding about their mechanisms of action, our 
analysis is an important step in the accumulation of evi-
dence on the effectiveness of component BCTs, and the 
contrast of our findings with Black et  al. [36] demon-
strates the need for replication. The inclusion of these 
BCTs within standalone interventions, or as individual 
modules within a larger intervention, warrants further 
investigation in an experimental context.
The BCT taxonomy is a comprehensive, hierarchical, 
reliable and generalizable method for systematic speci-
fication, evaluation and implementation of behavior 
change interventions [30]. The BCT taxonomy can be 
applied to many different types of intervention and is 
relevant to a wide range of behaviors [30]. Using a taxo-
nomic method for describing the content of behavior 
change interventions provides a common language for 
understanding the intervention content and a foun-
dation for developing more effective interventions to 
improve health [93]. Of the 93 BCTs in the taxonomy 
that the trials were coded for, 49 BCTs were not used in 
any. The least frequently used categories of BCTs were: 
“Association’s,” “Regulation,” “Antecedents,” “Identity,” 
and “Scheduled Consequences’ BCTs; with no BCTs 
from ‘Covert Learning’.” The most frequently used cate-
gories of BCTs in DBCIs were “Social Support,” “Goals 
and Planning,” “Feedback and Monitoring,” “Shaping 
Knowledge,” “Natural Consequences,” “Comparison of 
Behavior,” “Comparison of Outcomes” and “Self-belief.” 
These findings indicate that there are many BCTs avail-
able that DBCIs for alcohol reduction are not currently 
using. This may be due to a lack of empirical or theor-
etical evidence for their inclusion, and not all 93 BCTs 
would be appropriate for all behaviors and each mode of 
intervention delivery. However, it could be that the lack 
of use of many BCTs in the taxonomy is indicative of a 
limited design process that did not consider all the pos-
sible BCTs that could be selected. This BCT taxonomy as 
a method for specifying the content of interventions has 
limitations. A principal limitation being that BCT cod-
ing depends on reported content, which is a well-known 
challenge of using reports as primary data sources [94]. 
The list of BCTs is not comprehensive and requires con-
tinuous improvement in the form of future versions.
One major limitation with meta-regression is that 
study characteristics are often highly correlated leading 
to issues with multicollinearity [49]. There was some evi-
dence in this study that BCTs tended to cluster together 
in papers. However, other indicators of possible multi-
collinearity were not present: there was no evidence of 
extremely large standard errors or large changes in coef-
ficients caused by the deletion or addition of BCTs [95], 
correlations between all BCTs were <0.7, and variance 
inflation factors were <4. The total number of BCTs 
included in the final multivariate meta-regression was 
also small which limits collinearity effects. Nonetheless, 
caution should be taken when interpreting the coeffi-
cients directly [95]. In view of these limitations, some 
researchers may judge the pattern of results in the unad-
justed models as most important.
In addition, failure to identify evidence for associ-
ations should not be taken as evidence for the null hy-
pothesis of no effect. A nonsignificant effect may be due 
to the available data being insensitive to detect an effect, 
rather than evidence for no effect [96]. The small number 
of interventions available for analysis and the infrequent 
use of many BCTs (70 of the 93 BCTs were used less than 
four times) meant that the possible effects of most BCTs 
could not be evaluated. It is unclear whether BCTs are 
missing because they were not reported as included or 
because they were not included in the intervention in the 
belief  that they were not useful. Other BCTs were used 
so frequently (“Feedback on behavior” and “Social com-
parison” were both present in more than 80% of trials) 
as to reduce the ability to assess their association with 
effectiveness. The potential for robust conclusions is also 
limited by the modest sample size and by the quality of 
reporting; recognized issues with the incomplete report-
ing of intervention content [97] may have resulted in 
BCTs being incorrectly coded as present or absent. This 
introduces noise, increases the potential for bias due 
to misclassification and undermines the power to test 
associations.
To resolve this, authors should be encouraged to 
report intervention content in sufficient detail for 
accurate coding of  BCTs to be achieved, using BCTTv1 
to allow for comparison across behavioral domains. 
Moreover, simply recording a BCT as present or absent 
does not take into account the frequency, intensity or 
form in which it was delivered. The form of  a DBCI, 
that is, the way the intervention is presented, its abil-
ity to meet user needs and the user experience that 
results from its use [98] are likely to play an important 
role in the depth and length of  user engagement with 
a BCT. Greater understanding of  the “dose” [99] of  a 
BCT, its quality [100] and how it acts in combination 
with other BCTs is needed in order to fully evaluate its 
effectiveness. The relationship described by a meta-re-
gression is an observational association across trials, 
any identified association with one characteristic of  the 
trial may in reality reflect a true association with other 
correlated characteristics, whether these are known or 
unknown. The finding of  the effectiveness of  the BCT 
of  “Behavior substitution” should be treated as pre-
liminary, as the BCT was only used in four trials, three 
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of which reported large effects and were conducted by 
the same research group using the same implementa-
tion. Greater understanding of  the effectiveness of  this 
BCT across settings and in other domains and inter-
ventions is required to support the generalizability of 
this finding.
There are likely to be moderators of  intervention 
efficacy, other than BCTs, that might account for 
variability in effect size. For example, length of  fol-
low-up for each trial may have had a moderating effect 
on intervention effectiveness. The longest follow-up 
period for each trial was chosen for this study though 
this meant that it varied between trials. However, in the 
main Cochrane review, the trials were classified based 
on their longest follow-up and the change per month 
of  follow-up in the difference in alcohol consumption 
between experimental and control arms was not sta-
tistically significant [52]. Other potential moderators 
of  intervention effectiveness, such as age and gender, 
have been analyzed and reported in the main Cochrane 
review [52] and whether reported use of  theory in the 
intervention can account for any of  the heterogeneity 
in intervention effectiveness is analyzed in a separate 
paper [101]. These moderator analyses were not part 
of  the pre-specified analysis plan and would likely over 
parametrize the models in the current study, whose 
main focus was explanatory.
With the limitations of  the current literature in terms 
of  the number of  trials that met the inclusion criteria 
for this study, there was not sufficient power to assess 
potential moderating effects of  person-level character-
istics on the association between intervention effect-
iveness. However, this study is a starting point and as 
more trials are published, it may be possible to conduct 
further analyses on potential moderating effects. A col-
laboration between behavioral, computer and system 
architects—the Human Behavior-Change Project—
aims to use machine learning to answer the question of 
“what works, how well, for whom, in what setting, for 
what behaviors – and why?” [102]. This will create an 
up-to-date evidence base to allow researchers to make 
inferences between behavioral domains, overcoming 
issues relating to limited trials within a specific behav-
ioral domain.
Another limitation of this study is the generalizabil-
ity of these findings to different types of digital inter-
ventions available. The majority of digital interventions 
included in this study were web-based with only one 
of the 41 trials using a smartphone app. The speed of 
development in technology is much faster than in aca-
demic research and therefore it is likely that over the 
coming years there will be an increase in the number of 
smartphone apps being used as a DBCI which could be 
included in any updated review.
Conclusions
The BCTs of “Behavior substitution,” “Problem solv-
ing,” and “Credible source” as reported in intervention 
descriptions were associated with stronger effectiveness of 
DBCIs to reduce alcohol consumption and warrant fur-
ther investigation in an experimental context. Other BCTs, 
such as “Self-monitoring,” “Goal setting,” and “Review 
of behavioral/outcome goals,” were rarely used in the tri-
als included in this review, despite good evidence of effect-
iveness in other behavior change domains. Future DBCIs 
should be designed using the BCT taxonomy alongside 
empirical and theoretical evidence for the effectiveness of 
individual BCTs to facilitate future synthesis and possibly 
enable more effective interventions to be developed.
Supplementary Material
Supplementary material is available at Annals of 
Behavioral Medicine online.
Acknowledgments The research was funded by the NIHR School 
for Public Health Research (SPHR), the views expressed are those 
of the author(s) and not necessarily those of the NHS, the NIHR 
or the Department of Health. Dr. D. Crane is funded by the 
National Institute for Health Research’s School for Public Health 
Research. Dr. C. Garnett is funded by CRUK (C1417/A22962) 
and the UK Centre for Tobacco and Alcohol Studies, a UKCRC 
Public Health Research Centre of Excellence. Funding from the 
Medical Research Council, British Heart Foundation, Cancer 
Research UK, Economic and Social Research Council and the 
National Institute for Health Research under the auspices of the 
UK Clinical Research Collaboration, is gratefully acknowledged. 
Dr. J. Brown is funded by CRUK (C1417/A14135 / C1417/A22962) 
and the Society for the Study of Addiction. In addition to SPHR 
EK is a member of the NIHR School of Primary Care Research 
and MH is a member of NIHR Health Protection Research Unit 
in Evaluation. We thank Caroline Wood for her help coding inter-
ventions for their behavior change techniques.
Compliance with Ethical Standards
Ethical Approval Not required; Secondary analysis of published 
literature.
Conflict of Interest David Crane, Claire Garnett, Jamie Brown 
and Susan Michie are currently working on the development and 
evaluation of an app to reduce excessive alcohol consumption, they 
have registered the trial but not yet published results. Emma Beard 
and Jamie Brown have received unrestricted research grants from 
Pfizer relating to smoking cessation. Eileen Kaner, Fiona Beyer, 
and Colin Muirhead are authors on a related Cochrane review [1]. 
Eileen Kaner chaired NICE PH24 on preventing alcohol use dis-
orders in adults and adolescents, is currently a member of NICE 
PHAC C and the CMO’s alcohol guidelines expert scientific group, 
and is an investigator on an on-going SIPS Junior trial (NIHR 
programme grant number NIHR RP-PG- 0609-10162), which will 
have an app component in one arm of the trial. Matthew Hickman, 
Frank de Vocht, and James Redmore have no interests to declare.
540 ann. behav. med. (2018) 52:530–543
Downloaded from https://academic.oup.com/abm/article-abstract/52/6/530/4827558
by University of Newcastle user
on 22 May 2018
References
1. Kaner E, Dickinson H, Beyer F, et al. Effectiveness of brief  
alcohol interventions in primary care populations (Review). 
Cochrane Libr. 2007;(2). doi:10.1002/14651858.CD004148.
pub3
2. Bien TH, Miller WR, Tonigan JS. Brief  interventions for 
alcohol problems: a review. Addiction. 1993; 88(3): 315–335.
3. Heather N. The public health and brief  interventions for ex-
cessive alcohol consumption: the British experience. Addict 
Behav. 1996; 21(6): 857–868.
4. Kaner E, Bland M, Cassidy P, et al. Effectiveness of screening 
and brief  alcohol intervention in primary care (SIPS trial): 
pragmatic cluster randomised controlled trial. BMJ. 2013; 
346: e8501. doi:10.1136/bmj.e8501.
5. Johnson M, Jackson R, Guillaume L, Meier P, Goyder E. 
Barriers and facilitators to implementing screening and brief  
intervention for alcohol misuse: a systematic review of quali-
tative evidence. J Public Health (Oxf). 2011; 33(3): 412–421.
6. McAvoy R, Donovan RJ, Jalleh G, et al. General Practitioners, 
Prevention and Alcohol - a powerful cocktail? Facilitators 
and inhibitors of practising preventive medicine in general 
and early intervention for alcohol in particular: a 12-nation 
key informant and general practitioner study. Drugs Educ 
Prev Policy. 2001; 8(2): 103–117.
7. Sobell LC, Ellingstad TP, Sobell MB. Natural recovery from 
alcohol and drug problems: methodological review of the 
research with suggestions for future directions. Addiction. 
2000; 95(5): 749–764.
8. Cunningham JA, Sobell LC, Sobell MB, Agrawal S, Toneatto 
T. Barriers to treatment: why alcohol and drug abusers delay 
or never seek treatment. Addict Behav. 1993; 18(3): 347–353.
9. Naughton F, Alexandrou E, Dryden S, Bath J, Giles M. 
Accessing treatment for problem alcohol users: why the delay? 
Alcohol Research UK. London: Alcohol Concern. 2013.
10. Finfgeld-Connett D. Web-based treatment for rural women 
with alcohol problems: preliminary findings. Comput Inform 
Nurs. 2009; 27(6): 345–353.
11. Eng TR. The eHealth Landscape: A Terrain Map of Emerging 
Information and Communication Technologies in Health and 
Health Care. Princeton, NJ: The Robert Wood Johnson 
Foundation; 2001.
12. Office of Disease Prevention and Health Promotion. 
Expanding the Reach and Impact of Consumer e-health 
Tools. Washington, DC: US. Department of Health and 
Human Services; 2006.
13. Kaner E. Brief  alcohol intervention: time for translational 
research. Addiction. 2010; 105(6): 960–961.
14. Heather N, Dallolio E, Hutchings D, Kaner E, White M. 
Implementing routine screening and brief  alcohol interven-
tion in primary health care: a Delphi survey of expert opin-
ion. J Subst Use. 2004; 9(2): 68–85.
15. Taylor CB, Luce KH. Computer- and internet-based psycho-
therapy interventions. Curr Dir Psychol Sci. 2003; 12(1): 18–22.
16. Marlatt GA. Harm reduction: come as you are. Addict Behav. 
1996; 21(6): 779–788.
17. Vernon ML. A review of computer-based alcohol problem 
services designed for the general public. J Subst Abuse Treat. 
2010; 38(3): 203–211.
18. Rooke S, Thorsteinsson E, Karpin A, Copeland J, Allsop D. 
Computer-delivered interventions for alcohol and tobacco 
use: a meta-analysis. Addiction. 2010; 105(8): 1381–1390.
19. Riper H, Spek V, Boon B, et  al. Effectiveness of E-self-
help interventions for curbing adult problem drinking: a 
meta-analysis. J Med Internet Res. 2011; 13(2): e42.
20. White A, Kavanagh D, Stallman H, et al. Online alcohol inter-
ventions: a systematic review. J Med Internet Res. 2010; 12(5): 
e62.
21. Elliott JC, Carey KB, Bolles JR. Computer-based interven-
tions for college drinking: a qualitative review. Addict Behav. 
2008; 33(8): 994–1005.
22. Carey KB, Scott-Sheldon LA, Elliott JC, Bolles JR, Carey 
MP. Computer-delivered interventions to reduce college 
student drinking: a meta-analysis. Addiction. 2009; 104(11): 
1807–1819.
23. Khadjesari Z, Murray E, Hewitt C, Hartley S, Godfrey C. 
Can stand-alone computer-based interventions reduce al-
cohol consumption? A  systematic review. Addiction. 2011; 
106(2): 267–282.
24. Donoghue K, Patton R, Phillips T, Deluca P, Drummond C. 
The effectiveness of electronic screening and brief intervention 
for reducing levels of alcohol consumption: a systematic review 
and meta-analysis. J Med Internet Res. 2014; 16(6): e142.
25. Riper H, Blankers M, Hadiwijaya H, et al. Effectiveness of 
guided and unguided low-intensity internet interventions for 
adult alcohol misuse: a meta-analysis. PLoS One. 2014; 9(6): 
e99912.
26. Webb TL, Joseph J, Yardley L, Michie S. Using the inter-
net to promote health behavior change: a systematic review 
and meta-analysis of the impact of theoretical basis, use of 
behavior change techniques, and mode of delivery on effi-
cacy. J Med Internet Res. 2010; 12(1): e4.
27. Bewick BM, Trusler K, Barkham M, Hill AJ, Cahill J, 
Mulhern B. The effectiveness of web-based interventions 
designed to decrease alcohol consumption–a systematic 
review. Prev Med. 2008; 47(1): 17–26.
28. Carey KB, Scott-Sheldon LA, Elliott JC, Garey L, Carey MP. 
Face-to-face versus computer-delivered alcohol interventions 
for college drinkers: a meta-analytic review, 1998 to 2010. 
Clin Psychol Rev. 2012; 32(8): 690–703.
29. Michie S, Ashford S, Sniehotta FF, Dombrowski SU, Bishop 
A, French DP. A refined taxonomy of behaviour change 
techniques to help people change their physical activity and 
healthy eating behaviours: the CALO-RE taxonomy. Psychol 
Health. 2011; 26(11): 1479–1498.
30. Michie S, Richardson M, Johnston M, et  al. The behavior 
change technique taxonomy (v1) of 93 hierarchically clus-
tered techniques: building an international consensus for the 
reporting of behavior change interventions. Ann Behav Med. 
2013; 46(1): 81–95.
31. Direito A, Dale LP, Shields E, Dobson R, Whittaker R, 
Maddison R. Do physical activity and dietary smartphone 
applications incorporate evidence-based behaviour change 
techniques? BMC Public Health. 2014; 14(1): 646.
32. Conroy DE, Yang CH, Maher JP. Behavior change tech-
niques in top-ranked mobile apps for physical activity. Am J 
Prev Med. 2014; 46(6): 649–652.
33. Crane D, Garnett C, Brown J, West R, Michie S. Behavior 
change techniques in popular alcohol reduction apps: content 
analysis. J Med Internet Res. 2015; 17(5): e118.
34. Lyons EJ, Lewis ZH, Mayrsohn BG, Rowland JL. Behavior 
change techniques implemented in electronic lifestyle activity 
monitors: a systematic content analysis. J Med Internet Res. 
2014; 16(8): e192.
35. Hartmann-Boyce J, Johns DJ, Jebb SA, Aveyard P; 
Behavioural Weight Management Review Group. Effect of 
behavioural techniques and delivery mode on effectiveness 
of weight management: systematic review, meta-analysis and 
meta-regression. Obes Rev. 2014; 15(7): 598–609.
36. Black N, Mullan B, Sharpe L. Computer-delivered interven-
tions for reducing alcohol consumption: meta-analysis and 
ann. behav. med. (2018) 52:530–543 541
Downloaded from https://academic.oup.com/abm/article-abstract/52/6/530/4827558
by University of Newcastle user
on 22 May 2018
meta-regression using behaviour change techniques and the-
ory. Health Psychol Rev. 2016; 10(3): 341–357.
37. Prime Minister’s Strategy Unit. Alcohol Harm Reduction 
Strategy for England. London, UK: Cabinet Office; 2004.
38. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth 
I, Petticrew M; Medical Research Council Guidance. 
Developing and evaluating complex interventions: the new 
medical research council guidance. BMJ. 2008; 337: a1655.
39. Michie S, Abraham C, Whittington C, McAteer J, Gupta S. 
Effective techniques in healthy eating and physical activity 
interventions: a meta-regression. Health Psychol. 2009; 28(6): 
690–701.
40. Dombrowski SU, Sniehotta FF, Avenell A, Johnston M, 
MacLennan G, Araújo-Soares V. Identifying active ingredi-
ents in complex behavioural interventions for obese adults 
with obesity-related co-morbidities or additional risk factors 
for co-morbidities: a systematic review. Health Psychol Rev. 
2012; 6(1): 7–32.
41. Michie S, Johnston M. Theories and techniques of behav-
iour change: Developing a cumulative science of behaviour 
change. Health Psychol Rev. Taylor & Francis Group. 2012; 
6(1): 1–6.
42. Rothman AJ. “Is there nothing more practical than a good 
theory?”: why innovations and advances in health behavior 
change will arise if  interventions are used to test and refine 
theory. Int J Behav Nutr Phys Act. 2004; 1(1): 11.
43. Carver CS, Scheier MF. Control theory: a useful conceptual 
framework for personality-social, clinical, and health psy-
chology. Psychol Bull. 1982; 92(1): 111–135.
44. Michie S, Whittington C, Hamoudi Z, Zarnani F, Tober 
G, West R. Identification of behaviour change techniques 
to reduce excessive alcohol consumption. Addiction. 2012; 
107(8): 1431–1440.
45. Harkin B, Webb TL, Chang BP, et al. Does monitoring goal 
progress promote goal attainment? A  meta-analysis of the 
experimental evidence. Psychol Bull. 2016; 142(2): 198–229.
46. Kaner EF, Beyer FR, Brown J, Crane D, Garnett C, 
Hickman M, Muirhead C, Redmore J, Michie S, deVocht F. 
Personalised digital interventions for reducing hazardous and 
harmful alcohol consumption in community-dwelling popu-
lations (Protocol). Cochrane Database of Systematic Reviews. 
2015, Issue 1. Art. No.: CD011479. doi:10.1002/14651858.
CD011479
47. Landis JR, Koch GG. The measurement of observer agree-
ment for categorical data. Biometrics. 1977; 33(1): 159–174.
48. Byrt T, Bishop J, Carlin JB. Bias, prevalence and kappa. J 
Clin Epidemiol. 1993; 46(5): 423–429.
49. Thompson SG, Higgins JP. How should meta-regression 
analyses be undertaken and interpreted? Stat Med. 2002; 
21(11): 1559–1573.
50. Srinivasan C. Combining information: statistical issues 
and opportunities for research. Technometrics. 1993; 35(4): 
462–463.
51. Higgins JP, Thompson SG. Quantifying heterogeneity in a 
meta-analysis. Stat Med. 2002; 21(11): 1539–1558.
52. Kaner EF, Beyer FR, Garnett C, et al. Personalised digital 
interventions for reducing hazardous and harmful alcohol 
consumption in community-dwelling populations. Cochrane 
Database Syst Rev. 2017; 9: CD011479.
53. Hester RK, Squires DD, Delaney HD. The Drinker’s 
check-up: 12-month outcomes of a controlled clinical trial of 
a stand-alone software program for problem drinkers. J Subst 
Abuse Treat. 2005; 28(2): 159–169.
54. Hester RK, Delaney HD, Campbell W. The college drinker’s 
check-up: outcomes of two randomized clinical trials of a 
computer-delivered intervention. Psychol Addict Behav. 2012; 
26(1): 1–12.
55. Postel MG, De Haan HA, Ter Huurne ED, Becker ES, De 
Jong CAJ. Effectiveness of a web-based intervention for 
problem drinkers and reasons for dropout: randomized con-
trolled trial. J Med Internet Res. 2010; 12(4): e68.
56. Garnett C, Crane D, West R, Brown J, Michie S. Identification 
of behavior change techniques and engagement strategies to 
design a smartphone app to reduce alcohol consumption 
using a formal consensus method. JMIR Mhealth Uhealth. 
2015; 3(2): e73.
57. Gardner B, Smith L, Lorencatto F, Hamer M, Biddle SJ. How 
to reduce sitting time? A review of behaviour change strat-
egies used in sedentary behaviour reduction interventions 
among adults. Health Psychol Rev. 2015; 7199(March): 1–24.
58. Fitzgibbon ML, Stolley M, Schiffer L, et al. Obesity reduc-
tion black intervention trial (ORBIT): design and baseline 
characteristics. J Womens Health (Larchmt). 2008; 17(7): 
1099–1110.
59. Webster R, Gerressu M, Michie S, et al.; MenSS Trial Group. 
Defining the content of an online sexual health intervention: 
the MenSS Website. JMIR Res Protoc. 2015; 4(3): e82.
60. Michie S, Free C, West R. Characterising the “Txt2Stop” 
smoking cessation text messaging intervention in terms of be-
haviour change techniques. J Smok Cessat. 2012; 7(1): 55–60.
61. Blankers M, Koeter MW, Schippers GM. Internet therapy 
versus internet self-help versus no treatment for problematic 
alcohol use: a randomized controlled trial. J Consult Clin 
Psychol. 2011; 79(3): 330–341.
62. Brendryen H, Lund IO, Johansen AB, Riksheim M, Nesvåg 
S, Duckert F. Balance–a pragmatic randomized controlled 
trial of an online intensive self-help alcohol intervention. 
Addiction. 2014; 109(2): 218–226.
63. Brief  DJ, Rubin A, Keane TM, et al. Web intervention for 
OEF/OIF veterans with problem drinking and PTSD symp-
toms: a randomized clinical trial. J Consult Clin Psychol. 
2013; 81(5): 890–900.
64. Hester RK, Delaney HD. Behavioral self-control program for 
windows: results of a controlled clinical trial. J Consult Clin 
Psychol. 1997; 65(4): 686–693.
65. Neumann T, Neuner B, Weiss-Gerlach E, et  al. The effect 
of computerized tailored brief  advice on at-risk drinking in 
subcritically injured trauma patients. J Trauma. 2006; 61(4): 
805–814.
66. Riper H, Kramer J, Smit F, Conijn B, Schippers G, Cuijpers 
P. Web-based self-help for problem drinkers: a pragmatic ran-
domized trial. Addiction. 2008; 103(2): 218–227.
67. Schulz DN, Candel MJ, Kremers SP, Reinwand DA, Jander 
A, de Vries H. Effects of a Web-based tailored intervention 
to reduce alcohol consumption in adults: randomized con-
trolled trial. J Med Internet Res. 2013; 15(9): e206.
68. Voogt CV, Poelen EA, Kleinjan M, Lemmers LA, Engels RC. 
The effectiveness of the ‘what do you drink’ web-based brief  
alcohol intervention in reducing heavy drinking among stu-
dents: a two-arm parallel group randomized controlled trial. 
Alcohol Alcohol. 2013; 48(3): 312–321.
69. Voogt CV, Poelen EA, Lemmers LA, Engels RC. The effect-
iveness of a web-based brief  alcohol intervention in reducing 
heavy drinking among adolescents aged 15 to 20 years with 
a low educational background: study protocol for a rand-
omized controlled trial. Trials. 2012; 13(1): 83.
70. Wallace P, Murray E, McCambridge J, et al. On-line rand-
omized controlled trial of an internet based psychologically 
enhanced intervention for people with hazardous alcohol 
consumption. PLoS One. 2011; 6(3): e14740.
542 ann. behav. med. (2018) 52:530–543
Downloaded from https://academic.oup.com/abm/article-abstract/52/6/530/4827558
by University of Newcastle user
on 22 May 2018
71. Marlatt GA, George WH. Relapse prevention: introduc-
tion and overview of the model. Br J Addict. 1984; 79(3): 
261–273.
72. Sniehotta FF, Schwarzer R. Action planning and coping plan-
ning for long-term lifestyle change : theory and assessment. 
Eur J Soc Psychol. 2005; 576(December 2004): 565–576.
73. Butler LH, Correia CJ. Brief  alcohol intervention with col-
lege student drinkers: face-to-face versus computerized feed-
back. Psychol Addict Behav. 2009; 23(1): 163–167.
74. Cunningham JA, Wild TC, Cordingley J, van Mierlo T, 
Humphreys K. A randomized controlled trial of an inter-
net-based intervention for alcohol abusers. Addiction. 2009; 
104(12): 2023–2032.
75. Delrahim-Howlett K, Chambers CD, Clapp JD, et al. Web-
based assessment and brief  intervention for alcohol use in 
women of childbearing potential: a report of the primary 
findings. Alcohol Clin Exp Res. 2011; 35(7): 1331–1338.
76. Hansen AB, Becker U, Nielsen AS, Grønbæk M, Tolstrup 
JS, Thygesen LC. Internet-based brief  personalized feedback 
intervention in a non-treatment-seeking population of adult 
heavy drinkers: a randomized controlled trial. J Med Internet 
Res. 2012; 14(4): e98.
77. Murphy JG, Dennhardt AA, Skidmore JR, Martens MP, 
McDevitt-Murphy ME. Computerized versus motivational 
interviewing alcohol interventions: impact on discrepancy, 
motivation, and drinking. Psychol Addict Behav. 2010; 24(4): 
628–639.
78. Anderson P, Chisholm D, Fuhr DC. Effectiveness and 
cost-effectiveness of policies and programmes to reduce the 
harm caused by alcohol. Lancet. 2009; 373(9682): 2234–2246.
79. Hovland C, Weiss W. The influence of source credibil-
ity on communication effectiveness. Educ Technol Res Dev. 
1951;14(4): 635–650.
80. Pornpitakpan C. The persuasiveness of source credibility: a 
critical review of five decades’ evidence. J Appl Soc Psychol. 
2004; 34(2): 243–281.
81. Bates BR, Romina S, Ahmed R, Hopson D. The effect of 
source credibility on consumers’ perceptions of the quality 
of health information on the Internet. Med Inform Internet 
Med. 2006; 31(1): 45–52.
82. Eastin MS. Credibility assessments of online health informa-
tion: the effects of source expertise and knowledge of con-
tent. J Comput Commun. 2001;6(4):0.
83. Baker RC, Kirschenbaum DS. Weight control during the hol-
idays: highly consistent self-monitoring as a potentially useful 
coping mechanism. Health Psychol. 1998; 17(4): 367–370.
84. Sperduto WA, Thompson HS, O’Brien RM. The effect of tar-
get behavior monitoring on weight loss and completion rate 
in a behavior modification program for weight reduction. 
Addict Behav. 1986; 11(3): 337–340.
85. Burke LE, Wang J, Sevick MA. Self-monitoring in weight 
loss: a systematic review of the literature. J Am Diet Assoc. 
2011; 111(1): 92–102.
86. Guerci B, Drouin P, Grangé V, et  al.; ASIA Group. Self-
monitoring of blood glucose significantly improves metabolic 
control in patients with type 2 diabetes mellitus: the Auto-
Surveillance Intervention Active (ASIA) study. Diabetes 
Metab. 2003; 29(6): 587–594.
87. Korotitsch WJ, Nelson-Gray RO. An overview of self-moni-
toring research in assessment and treatment. Psychol Assess. 
1999; 11(4): 415–425.
88. Kauer SD, Reid SC, Crooke AH, et al. Self-monitoring using 
mobile phones in the early stages of adolescent depression: 
randomized controlled trial. J Med Internet Res. 2012; 14(3): 
e67.
89. Michie S, Jochelson K, Markham WA, Bridle C. Low-income 
groups and behaviour change interventions: a review of inter-
vention content, effectiveness and theoretical frameworks. J 
Epidemiol Community Health. 2009; 63(8): 610–622.
90. Hankonen N, Sutton S, Prevost AT, et  al. Which behavior 
change techniques are associated with changes in physical 
activity, diet and body mass index in people with recently 
diagnosed diabetes? Ann Behav Med. 2015; 49(1): 7–17.
91. Baumeister RF, Heatherton TF. Self-regulation failure: an 
overview. Psychol Inq. 1996; 7(1): 1–15.
92. West R. The PRIME theory of motivation as possible foun-
dation for the treatment of addiction. In: Bickel W, ed. 
Addiction Treatment: Science and policy for the Twenty-first 
Century. Baltimore, MD: Johns Hopkins University Press; 
2007; 24–34.
93. Michie S, Wood CE, Johnston M, Abraham C, Francis JJ, 
Hardeman W. Behaviour change techniques: the develop-
ment and evaluation of a taxonomic method for reporting 
and describing behaviour change interventions (a suite of five 
studies involving consensus methods, randomised controlled 
trials and analysis of qualitative data). Health Technol Assess. 
2015; 19(99): 1–188.
94. Dombrowski S, Sniehotta F, Avenell A, Coyne J. Towards a 
cumulative science of behaviour change: do current conduct 
and reporting of behavioural interventions fall short of best 
practice? Psychol Health. 2007; 22(8): 869–874.
95. Berlin JA, Antman EM. Advantages and limitations of 
metaanalytic regressions of clinical trials data. Control Clin 
Trials. 1992; 13(5): 422.
96. Hempel S, Miles JN, Booth MJ, Wang Z, Morton SC, Shekelle 
PG. Risk of bias: a simulation study of power to detect study-
level moderator effects in meta-analysis. Syst Rev. 2013; 2: 107.
97. Abraham C, Michie S. A taxonomy of behavior change tech-
niques used in interventions. Health Psychol. 2008; 27(3): 
379–387.
98. Garrett JJ. The Elements of User Experience : User-Centered 
Design for the Web and Beyond. New York, NY: Pearson 
Education; 2010: 192.
99. Voils CI, King HA, Maciejewski ML, Allen KD, Yancy WS Jr, 
Shaffer JA. Approaches for informing optimal dose of behav-
ioral interventions. Ann Behav Med. 2014; 48(3): 392–401.
100. Lorencatto F, West R, Bruguera C, Brose LS, Michie S. 
Assessing the quality of goal setting in behavioural support 
for smoking cessation and its association with outcomes. Ann 
Behav Med. 2016; 50(2): 310–318.
101. Garnett C, Crane D, Brown J, et al. Reported theory use by 
digital alcohol interventions and association with effectiveness: 
meta-regression. J Med Internet Res. In press.
102. Human Behaviour-Change Project [Internet]. 2017. 
Available at http://www.ucl.ac.uk/human-behaviour-change. 
Accessibility verified May 31, 2017.
ann. behav. med. (2018) 52:530–543 543
Downloaded from https://academic.oup.com/abm/article-abstract/52/6/530/4827558
by University of Newcastle user
on 22 May 2018
